The hospice: a place to die or just passing on? Bruce 
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The modern hospice has it is origin in the traditions of the medieval refuge providing shelter for travellers. This role extended to care of the dying and in its modern counterpart to care of the dying with appropriate medical support. The advent of the modern hospice has seen a move towards increasing medical specialisation and concern that the hospice will become but one more specialist medical facility and lose its role as a provider of holistic care for dying patients. The tensions between these roles are apparent locally and are being challenged in the international palliative care literature (1) (2) (3) With demands on beds, the hospice is not able to provide long-term care and is frequently faced with the prospect of transferring patients to alternative care in a nursing home or aged-care facility.
This study reflects on the process and outcome of decisions made within the hospice that led to a patient remaining in the hospice or transferring to alternative care. The aim was to review our practice critically and determine whether a consistent and legitimate decision process could be identified.
PATIENTS AND METHODS
A journal was kept over the period 20 March to 30 August 2000, which recorded observations about process and decision-making for the care of patients in the hospice who were not imminently dying.
Observations about the course of individual patients were recorded in the journal proper and as separate crossreferenced entries for individual patients. Patients included were those for whom there was any suggestion that continuing care in the hospice or alternative care may be required. A patient became 'eligible' for inclusion in the study at the time that this became more than a 'suggestion'. Both informal and formal process was noted. Entries were made daily, where possible, and at least several entries were made each week.
The methodological approach to the analysis of the journal entries was critical reflection and thematic analysis (4) . Key themes which emerged that related to the decision process across several entries were identified and clustered together.
The decision outcomes were: (i) continued care as an inpatient at the hospice; (ii) transfer to a nursing home or aged-care facility; and (iii) discharge for care at home.
An attempt was made to classify the process into one of four categories: 
RESULTS
A summary of the results obtained is given in Table 1 .
DISCUSSION
While there is no one clear process for determining who gets continuing care in the hospice, it is apparent from the survival time figures for the three outcome groups (hospice/nursing home or aged-care facility/home) that appropriate decisions were being arrived at based on survival times alone. Apart from a shorter life expectancy for hospice patients, perhaps indicating that this group represented a 'sicker' group, there were no major differences between groups that identified these patients as requiring continued hospice care and there was no quantitative assessment or measurement of need for continued hospice care. The major underlying theme that emerged from the study was that of uncertainty. This included uncertainty about the role of the hospice and uncertainty about the decision processes within the hospice. This resulted in lack of clarity of expectation for patients, families and staff. Underlying this was a lack of clarity or description of the decision process for patients requiring continuing care in the hospice or elsewhere. This is reflected in the four decision process categories and particularly that in 8 of 30 patients no actual decision process could be identified.
This uncertainty led to a further theme of tension which was apparent at a number of levels. Tension between the traditional 'care of the dying' role and perceived 'medicalisation' of care was apparent in discussions about individual patients and in wider discussions at ward meetings and was an underlying theme of informal 'talk' on the ward. While there has not been an overt change in the hospice role, there was an apparent impression that priority was increasingly being given to acute medical admissions over patients requiring admission for psychosocial support or nursing care. What has become apparent is that peoples' concept of hospice care and attitudes are different and perhaps becoming more entrenched as they see the nature of care changing. There are some staff who recall the 'old' hospice (prior to it being known as a hospice) as a long-term care facility for the aged-infirm and dying and are less comfortable with their current role. These tensions extended not only to decisions about care but to who makes the decision about future care and the perceived dominance of medical priorities. This is reflected in the number of decisions which were made initially without wider consultation.
Concerns about equity and fairness were further themes that were apparent at team meetings and discussions about future care of patients -the fairness of looking after one patient long-term in the hospice against another who may be transferred and the equitable use of resources when there is a high demand from the community for admission to in-patient beds. While an attempt was made to invoke these concepts, there was no formal process to account for this.
Equity and fairness had overlap with a further theme of attachment. There was no doubt that some patients appeared more 'attractive' than others to nurse long-term with the risk that staff became unwitting advocates for these patients to remain in hospice care. And the longer nursed, the closer the attachment between staff, patient and families. The theme of attachment and its impact on professional carers is recognised in other health care settings (5) and, while often not openly acknowledged, it is inevitable that these issues will affect the decision process about future care for these patients.
Underlying much of the above was a further theme concerning rules -primarily, the lack of stated rules or criteria to guide decision making. This was apparent in many of the discussions about patient care when informal or historical rules were invoked to sway a decision one way or other. The lack of clarity about decision process and lack of rules underpinned the other themes of uncertainty and tension and the concerns about equity and fairness.
